We present a 43-year-old Japanese man with major pancreatic duct disruption caused by blunt pancreatic head damage. Computed tomography (CT) revealed pancreatic head injury, and endoscopic retrograde pancreatography showed pancreatic duct disruption at the injury site along with contrast media leakage. We placed a pancreatic stent for 3 months, after which closure of the pancreatic duct fistula was confirmed. CT on the 9th hospital day showed acute pancreatic fluid collections, but these had disappeared at the 3 month follow-up CT. The patient has remained asymptomatic at follow-up for 3 years.
Introduction

Although nonoperative management of minor pancreatic injury is widely accepted, the treatment of ductal disruption remains debated. Traditionally, pancreatic injury with major pancreatic duct (MPD) disruption has been treated surgically. Here, we report a case of pancreatic injury with MPD disruption that was successfully treated by pancreatic stenting.
Case Report
p a n c r e a t i c p a r e n c h y ma ( a r r o w) a n d a s ma l l a mo u n t o f f l u i d a r o u n d t h e p a n c r e a t i c g l a n d ( a r r o w h e a d ) a t t h e p a n c r e a t i c h e a d .
( B ) CT o n t h e 9 t h h o s p i t a l d a y s h o we d t h e a p p e a r a n c e o f a p s e u d o c y s t a t t h e p a n c r e a t i c h e a d ( a r r o w) . ( C) CT o n t h e 9 t h d a y s h o we d a p s e u d o c y s t i n t h e p a n c r e a t i c b o d y ( a r r o w) . ( D) CT a t 3 mo n t h s s h o we d d i s a p p e a r a n c e o f t h e p s e u d o c y s t s a t t h e p a n c r e a t i c h e a d ( a r r o w) a n d b o d y ( a r r o w h e a d ) .
F i g u r e 2 . ( A) I n i t i a l e n d o s c o p i c r e t r o g r a d e p a n c r e a t o g r a p h y ( E RP ) s h o we d l e a k a g e o f c o n t r a s t ma t e r i a l l o c a l i z e d t o t h e p a n c r e a t i c p a r e n c h y ma ( a r r o w) . ( B ) An e n d o s c o p i c n a s o b i l i a r y d r a i n a g e ( E NB D) t u b e ( 5 F r e n c h ) wa s p l a c e d t o c r o s s t h e i n j u r e d s i t e a t t h e i n i t i a l E RP ( a r r o w) . ( C) An e n d o s c o p i c p a n c r e a t i c s t e n t ( E P S , 7 F r e n c h , 5 c m) wa s p l a c e d t o c r o s s t h e i n j u r e d s i t e o n t h e 3 r d d a y ( a r r o w) . ( D) E RP o n t h e 3 0 t h d a y s h o we d t h a t t h e l e a k a g e o f c o n t r a s t r e ma i n e d , a n d r e v e a l e d a mi l d s t r i c t u r e a t t h e i n j u r y s i t e ( a r r o w) . ( E ) E RP a t 3 mo n t h s s h o we d d i s a p p e a r a n c e o f t h e l e a k a g e , b u t t h e mi l d s t r i c t u r e r e ma i n e d a t t h e i n j u r e d s i t e ( a r r o w) wi t h o u t s e c o n d a r y u p s t r e a m d u c t a l d i l a t i o n .
F i g u r e 3 . Ma g n e t i c r e s o n a n c e c h o l a n g i o p a n c r e a t o g r a p h y ( MRCP ) a t 1 y e a r a n d 3 mo n t h s s h o we d t h a t t h e mi l d s t r i c t u r e o f t h e ma j o r p a n c r e a t i c d u c t ( MP D) r e ma i n e d a t t h e i n j u r e d s i t e ( a r r o w) wi t h o u t s e c o n d a r y u p s t r e a m d u c t a l d i l a t i o n .
and CRP 1.21 mg/dL) and his abdominal pain was relieved, but follow-up CT revealed acute fluid collections at the pancreatic head and body (Fig. 1B, Fig. 1C (Fig. 2D) , and a 7-French, 7-cm EPS was placed for further dilation. He was discharged on the 35th day, without abdominal symptoms. After 3 months, follow-up CT revealed disappearance of the pancreatic fluid collection (Fig. 1D) , and follow-up ERP showed that leakage of contrast had disappeared but the mild stricture remained without secondary upstream ductal dilation (Fig. 2E) , so the EPS was removed. At 1 year and 3 months, magnetic resonance cholangiopancreatography (MRCP) showed that the mild stricture remained unchanged (Fig. 3) , but CT was almost normal. The patient remained has asymptomatic for the 3 years of follow-up. (3, (5) (6) (7) (8) (9) (10) and should be performed as soon as possible (4) . However, as ERP is an invasive procedure, it is not suitable when the patient requires emergency laparotomy (3, 4) .
Discussion
Pancreatic injury is relatively rare, occurring in only 3 to 12% of all patients with severe abdominal trauma (2). The diagnosis is often delayed because of the absence of specific symptoms, the unusual nature of physical findings, and nonspecific laboratory findings. CT is a simple, noninvasive method for the initial assessment of traumatic pancreatic injury (3). The condition of the MPD is the determining factor in management of pancreatic injury; this should therefore be evaluated post-trauma when ductal injury is suspected. When abdominal CT shows a large hematoma or deep laceration of the pancreatic parenchyma, MPD injury should be suspected (4). ERP is one of the most useful methods for demonstrating MPD injury
Delayed diagnosis of MPD injury increases mortality and morbidity (11) (12) (13) , and therefore surgical treatment has traditionally been thought to be the one intervention that is mandatory in MPD injury. However, inadequate resection or undetected duct injury may lead to various postoperative complications including pancreatic fistula, abscess, pseudocyst, bleeding, and persistent pancreatic pain (3) . Recently, some case series have shown pancreatic duct stent placement to be an effective therapy in resolving pancreatic duct disruption and its sequelae (3, 4, 10, 14) . Kim et al (3) claim that insertion of an endoprosthesis is an effective therapeutic modality in patients with MPD injury in whom contrast leakage is confined to the pancreatic parenchyma.
Lin et al (4) 
